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Objectives: The current study was designed to evaluate the knowledge, skills and self-efficacy of care providers
from the perspective of professionals working in the aged-care industry.
Method: Participants were 21 professional carers, 10 General Practitioners and 7 aged-care managers. Focus
groups, which involved the completion of a semi-structured interview related to knowledge, recognition,
confidence, referral procedures and use of screening tools for the detection of depression, were conducted.
Results: The results showed that all groups of respondents recognised significant gap in the knowledge and
awareness of depression among professional care staff working with older people in both the community and
residential care-settings. Skills in the detection and monitoring of depression and the self-efficacy of these care
staff were also seen to be a problem.
Discussion: The implications of these findings in terms of training programmes for professional carers working in
the aged health care sector are discussed.
Keywords: depression; professional carers; knowledge; skills; self-efficacy
Introduction
Past research has demonstrated that the prevalence of
depressive illness increases with age, and is expected to
become even greater concern due to increasing
proportions of ‘old old’ individuals in the population
(Murray & Lopez, 1996). The prevalence of major
depression among community samples of older persons
has been estimated to be about 3%, while research
suggests that the prevalence of major depression in
nursing homes is substantially higher, somewhere in
the range from 9–26% (Baker & Miller, 1991; Gerety
et al., 1994; Teresi, Abrams, Holmes, Ramirez, &
Eimicke, 2001). In addition, researchers have suggested
that up to 40% of residents in aged care may suffer
from depressive symptoms that do not meet current
diagnostic criteria for a diagnosis of Major Depressive
Disorder (Mann et al., 2000; Watson, Garrett, Sloane,
Gruber-Baldini, & Zimmerman, 2003). Problems in
specifying the actual prevalence of depression among
older people are further complicated by difficulties in
operationalising the DSM criteria (American
Psychiatric Association, 2000).
Preliminary research suggests that professional
carers may be relatively unskilled in detecting depres-
sion. Banerjee (1993) reported low recognition rates of
depression among professional carers providing com-
munity-based aged-care services to people in their own
homes. Similarly, Pre´ville, Coˆte´, Boyer, and He´bert
(2004) found a low concordance between judgements
of psychiatric disorders made by community-based
nurses and a clinical diagnosis by a psychologist.
The situation in residential aged-care appears similar.
The statement from the National Institute of Health
consensus conference, published in 1992, concluded
that ‘. . . the prevalence of depression is particularly
high among patients in nursing homes, but staff in
many of these facilities are not equipped to recognise
or treat depressed patients’ (p. 1024).
This low recognition rate of depression among
professional carers in residential settings has been
supported by a number of research studies, with less
than one-third to one-half of older people with
depression typically being identified by carers (Bagley
et al., 2000; Goodwin & Smyer, 1999; Teresi et al.,
2001). In a study of low-level care residential homes in
the UK, only 17% of depressed residents were
identified as depressed by their key workers (Mann
et al., 2000). Research has also found low rates of late-
life depression recognition among nursing staff in acute
hospital settings (Jackson & Baldwin, 1993), and in
community aged-care settings (Brown et al., 2004).
A basic misunderstanding of the aetiology, course
and features of depressive illness was evident in
comments made by professional carers participating
in our previous research (McCabe et al., 2004).
A similar lack of knowledge about depression has
been documented in other studies. For example, Leo,
Sherry, DiMartino, and Karuza (2002) found that
most depressed patients were actually referred for
other reasons, most commonly for ‘behaviour pro-
blems’ or anxiety. In contrast to the low detection rates
reported above, McCrae et al. (2005) found that
general care staff labelled about three quarters of
older people with whom they worked as evidencing
depression.
These problems among professional carers in
detecting depression may reflect limited knowledge of
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the symptoms of depression. However, this problem
may not necessarily be associated with improved
practice. For example, Proffitt, Augspurger, and
Byrne (1996) found that although nurses were familiar
with depressive symptomatology, they did not assess
their patients for depression. Self-efficacy may also
play a role in determining the likelihood that profes-
sional carers assess for the presence of depression. In a
survey of hospital nurses in Hong Kong, the most
important reason given for failing to assess for
depression among their elderly patients was a lack of
knowledge or skills, with lack of time being the next
most common explanation (Boey, 1999).
Specific training for professional carers in residen-
tial facilities in the detection of depression has been
recommended by a number of authors (e.g. NIH
Consensus Conference, 1992; Teresi et al., 2001).
Jackson and Baldwin (1993), reporting on a study
into the detection of depression among nurses caring
for older medical patients in acute general medical or
geriatric wards, concluded that ‘. . .without appropri-
ate training nurses . . . cannot be relied upon to detect
or acknowledge clinically relevant depression in this
population’ (p. 353). When discussing the low identi-
fication of depression among aged-care populations,
Moxon, Lyne, Sinclair, Young, and Kirk (2001) also
suggested that ‘. . . lack of training for care staff, who
are often the only people to have regular contact with
residents, is likely to be one of the reasons for this
failure in identification’ (p. 72).
The current project aimed to determine the current
practices of professional carers in relation to the
detection and monitoring of depression among these
older care recipients, and explore professional carers’
referrals to medical practitioners. While the study was
focussed on professional carers, it sought the views of
other key players on their management of late-life
depression. Thus, the perspectives held by aged-care
managers and general practitioners (GPs), who work
with aged-care staff and who are generally responsible
for the diagnosis and treatment of depression among
their patients, were sought. Specific focus on the
training needs of professional carers that may lead to
an improvement in the detection and monitoring of
depressed older people, and the potential use of
validated depression screening tools by professional
carers, were also investigated.
Method
Participants
The participants were 21 professional carers who
worked in one of four aged-care settings: a residential
nursing home (n¼ 4), two residential hostels (n¼ 11)
and a community-based aged-care service (n¼ 6).
Participants represented a range of professional back-
grounds. There were five care managers with tertiary
education (nursing, social work or welfare degrees),
two Registered Nurses (RNs) (one Division 1 and one
Division 2), two trainee Registered Nurses and
13 cnursing assistants and personal care assistants
(PCAs).
In addition, seven male and three female GPs, who
reported considerable experience working in aged
residential settings also participated in the study.
Two of these GPs also reported extensive experience
in community aged-care settings.
Finally, five female and two male aged-care
managers completed the study. Three of these partici-
pants worked in residential care-settings and four
worked in community care-settings.
Materials
A semi-structured interview schedule, on the views of
caring for older people with depression, was developed
specifically for this study. The interview schedule
focussed on respondents’ views of professional carers
in the following areas:
. knowledge of depression;
. confidence in recognising when an older
person for whom they provided care might
be depressed;
. confidence in their ability to monitor
depressed older care recipients;
. typical procedures adopted if they suspected
someone they cared for might be depressed;
. perspectives on referring a depressed older
person to a GP;
. views on using standardised instruments to
assess and monitor symptoms of depression.
Procedure
All managers who were approached to participate in
the study agreed to take part in an individual interview.
Managers also agreed to allow staff from their aged-
care facility to be approached to participate in the
research. Professional carers who were interested in
participating in the research attended a focus group
interview held in their facility. Within our sampling
frame, we attempted to obtain participants from low-
level and high-level residential care as well as from
community aged-care settings. Further, an attempt was
made to obtain participants from a range of training
and discipline backgrounds. In order to facilitate a
discussion of the use of standardised depression-
assessment tools, participants were provided with a
copy of the 15-item Geriatric Depression Scale (GDS;
Shiekh & Yesavage, 1986). This measure was not
proposed to be the ‘gold standard’ screen for detecting
symptoms of depression, but was simply used as an
example of a screen that could be used by professional
carers. Fifteen GPs with involvement in the delivery of
health care within aged-care settings were also
approached to participate in this study. Ten of them
agreed to complete an interview.
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All participates completed a semi-structured inter-
view with one to five people in each group covering the
areas outlined in the ‘Materials’ section. All interviews
were tape-recorded, transcribed and analysed using
NVivo version 2.0, a software package that assists in
the analysis of qualitative data.
Results
The analysis of the interviews identified five main
themes. The ‘Results’ section reports the nature of the
responses around these five themes.
Self-efficacy in detecting depression
The initial major theme that emerged from interviews
with professional carers was related to self-efficacy in
detecting signs of depression, and in communicating
with depressed care recipients. The majority of
professional carers felt moderately or reasonably
confident that they would be able to detect whether
an older person in their care was suffering from
depression.
‘I’m about 4-5 out of 10 confident. If they express
how they feel, you’ll pick up on it straight away.’
(Hostel PCA)
However, other participants were less confident:
‘I find it hard to pick the indicators of depression or if
someone is depressed.’ (Nursing home PCA)
One of the most commonly reported sources of
confusion for professional carers was difficulty in
being able to tell the difference between an older
person’s personality and the presence of clinical
depression:
‘. . . It’s the ones who just keep their distance, you
think, ‘‘Is it because they’ve always lived alone and this
is just who they are? Or are they really crying out for
some help?’’ They’re the ones that are hard to pick up.’
(Nursing home PCA)
A number of participants, particularly those working
in residential settings, reported discomfort in commu-
nicating with older people with depression, or reported
low self-efficacy in their communication skills.
‘You can see that something is bothering them, but
you don’t know how to get out of them what is the
problem.’ (Hostel PCA supervisor)
Inquiring about emotional problems was seen as more
difficult than enquiring about physical problems:
‘It’s easier for us to talk about physical things.’
(Nursing home PCA)
The data were explored for current practices in relation
to professional carers’ role in the management of
depression among the elderly. Three aspects
of professional carers’ practice emerged from the
interviews: (i) current practice in the detection
of depression; (ii) current practice in monitoring
depression, (iii) current practice in referring depressed
older people for treatment. These are reported
separately. This is followed by a consideration of
participants’ perceptions related to the use of standar-
dised tools for the detection of depression.
Current practices related to the detection
of depression
Professional carers appeared to rely on their
observational skills to determine the presence of
depression, rather than make direct enquiries with
older people. Several carers in community settings
reported that they would often look for non-verbal
cues, such as deterioration in personal grooming or
appetite.
‘The clues, especially for females in particular: a
woman who has always been magnificently groomed,
all of a sudden things are not quite so smart, she’s not
putting on her lippy, she’s getting up late, she’s in her
pyjamas all day.’ (Community care manager)
Professional carers largely reported that if they
suspected an older person in their care was suffering
from depression, they would pass on their observations
to a more senior staff member, usually an RN or care
manager:
‘I ring up the care managers and put it on their
shoulders.’ (Community direct carer)
Several professional carers in the residential setting
reported that there was an expectation that if they
observed anything unusual in an older person’s
behaviour or mood they would write it up in the
resident’s notes.
‘It’s strongly advised that anything unusual is
written up in their notes, so that over a period of
time you can look back and see that it’s been noted.’
(Hostel PCA)
Carers in residential settings also reported that
observations of an older person’s changed behaviour
or mood could be discussed informally among profes-
sional carers, rather than recorded in writing.
Sometimes these informal conversations led to the
realisation that other carers had made similar observa-
tions, which would then lead to further action being
taken, typically gaining medical attention for the older
person:
‘When we do discuss that informally, someone might
say, ‘‘Oh yes, I found she was like that a few days
ago’’. Then it goes to the next step, and we bring it to
the supervisor. They might say, ‘‘I’ve noticed it too’’
and see the doctor.’ (Hostel PCA)
A number of GPs reported that they would
consider the views of professional carers to be a
reliable source of information about the functioning of
their patients.
‘If one of them contacted me and said they were
worried about a patient, I would take it seriously. They
might not be right but I would certainly take it
seriously until proven otherwise.’ (Metropolitan GP)
230 M.P. McCabe et al.
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However, others questioned the reliability of the
reports of professional carers:
‘I think if they can be educated in what symptoms to
look for as far as the symptoms, they would be
[reliable]. I think at the moment that’s probably asking
a bit much.’ (Metropolitan GP)
Several GPs made distinctions between RNs and PCAs
in their ability to detect depression among older
patients. However, views on the nature of the
distinction varied.
‘I find that the Div 1 nurses know less about the
psychological wellbeing of the patient than the PCAs.
The PCAs know what’s going on with a patient and
know if there are any specific problems. The Div 1
nurses only know what they are told at handover and
this often doesn’t relate to their emotional state.’
(Metropolitan GP)
Current practices in monitoring of depression
Comments by participants from residential facilities
suggested that professional carers did not routinely
monitor depressive symptoms among their care
recipients:
‘We more or less write up our notes if there is an
emotional outburst or something like that. It’s not
something we follow up again the next day.’ (Hostel
PCA)
New residents with pre-existing depression were
considered unlikely to be monitored in residential
settings:
‘[when]. . . you see a diagnosis of depression, and
they’re behaving reasonably, you sort of think, ‘‘Oh
well, that’s under control, they’re on medication.’’
Unless there’s deterioration and then you’d start to
look back at the history.’ (Hostel PCA)
All but one of the GPs reported that they consult with
professional carers when monitoring depression in an
older person. They noted the important role these staff
members played in providing observations, due to the
limited contact GPs have with their patients:
‘They spend the most time with the patient and so are
best able to observe the moods and behaviors . . .Often
the carers have fairly intimate relationships with the
patients.’ (Regional GP)
Professional carers were reported by a number of aged-
care managers to be unskilled in monitoring symptoms
of depression. Some participants reported that their
aged-care services relied more on GPs or specialist
mental health services, such as the Aged Persons’
Assessment and Treatment Team (APATT), to moni-
tor depression in residents. This was particularly
common in the community care-setting:
‘I wouldn’t think [professional carers monitor for
depression]. . .They just tend to think, ‘‘Oh well,
they’re much better now’’ . . . Staff are more concerned
about what’s happening here and now. So once the
problem’s gone, well they move onto the next thing.
They perhaps don’t monitor it too much.’ (Clinical
care coordinator in a hostel)
Current practises in referral for treatment
The majority of care managers reported that if they
suspected that an older person in their care was
depressed, they would contact the older person’s GP or
APATT directly in order to facilitate treatment:
‘I tend to go straight to the GP by phone, and that gets
the best response. I just find that generally they’re very
good. If there’s no response from the GP back
that day, and understandably so, then you’ve got
to go to plan B, which may be an urgent response to go
to APATT.’ (Community care manager)
GPs reported that they felt that the degree of
confidence professional carers had in approaching
them to discuss the possibility of depression in a
patient was highly variable. This was attributed to
many factors, such as a lack of training and
poor knowledge about the symptoms of depression,
or perceiving themselves as not in a position to discuss
depression with a GP.
‘They [nurses] are more confident in coming up to me
and saying, ‘‘so and so has been exhibiting these
symptoms and I think they may be suffering from
depression’’, whereas the PCAs are more likely to
approach the subject in a more general way, perhaps
just by saying, ‘‘I’ve noticed these changes in behavior
in so and so, and I think something may be wrong with
them.’’’ (Regional GP)
All aged-care managers agreed to the importance of
referring any concerns about depression to the older
person’s GP or to a specialist service. In the residential
care-setting, such a referral was normally seen to be the
responsibility of RNs, while care managers were
responsible for referrals in the community aged-care
setting, rather than the direct care staff:
‘The care manager would do that [refer to the GP]. The
[direct] carers are definitely responsible for recording
and reporting changes, but not acting on them.’
(Manager of direct care workers in a community
aged-care service)
Some managers reported that, prior to making a
referral to a medical service, professional carers may
try to find out what is bothering the older person,
or attempt to respond to their needs or symptoms of
depression:
‘They [care managers] try and get things in
place . . . strategies to fix the change in affect . . . If
there doesn’t seem to be any improvement, then
naturally they would make a recommendation to see
the GP.’ (Executive manager of a community aged-
care service)
The potential use of standardised-assessment tools
Professional carers had not previously used
standardised-assessment tools for detecting depression.
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Most participants felt that having knowledge of the
types of questions found in depression measures would
be useful. However, there were a number of problems
reported in the use of such instruments. Obstacles
reported were time issues and discomfort with inter-
acting with the older persons in their care in this
‘clinical’ way. Most reported that they would prefer to
use the instrument in more of a casual conversational
manner or in checklist format:
‘. . . just in general conversation you can pick up some
of those questions. But if you sat down there with
a sheet like this, they’d feel threatened, and they
wouldn’t want to talk about it.’ (Hostel RN)
Several professional carers expressed a concern that the
use of a structured depression questionnaire might be
detrimental to their relationships with older persons in
their care. They felt that delivering the questionnaire in
such a formal manner would result in older persons
feeling threatened and may affect the degree of trust in
their relationships:
‘It’s important for us to remain accessible. This
questionnaire would compromise my relationship
with the client.’ (Community care manager)
Many GPs also felt that professional carers’ use of
depression-screening instruments would be an
effective tool for use in referrals to medical
professionals. These participants felt that it would be
a way to further include carers in the management of
older persons with depression, and would be a concrete
way for carers to communicate their observations
to GPs:
‘It would look very good for them to say, ‘‘I just did a
little depression score on Mary over there and I think
she is a bit depressed’’. It makes them sort of have a
more definitive role rather than just a round-about
comment [to the GP].’ (Metropolitan GP)
However, reservations in the use of depression-
assessment instruments were also expressed. Several
GPs commented on a need for professional carers to
receive adequate training on the role of depression
tools and in how to effectively administer a particular
measure. They felt that the use of a depression tool in
aged-care facilities would be redundant and even
burdensome if professional carers did not have this
training:
‘I find that people in aged care facilities don’t
understand what screens are and so you get into
difficult situations where they can’t actually interpret
the screening test. People are taught how to use the test
but they don’t understand the role of the test in the
overall scheme of things.’ (Metropolitan GP)
Managers expressed some reservations about the use
of depression-assessment tools with older care recipi-
ents, particularly by untrained carers:
‘I wouldn’t have a problem, provided it was
used appropriately. I wouldn’t want every staff
member running around with every person and tick,
tick, cross, cross, you know?’ (Manager of a large
nursing home)
However, there was general agreement that assessment
tools may be potentially useful in aged care, either
to obtain more information about care recipients or to
facilitate liaisons with GPs:
‘Where there’s been a history, you might want to start
off getting as much information as possible. Where
there’s a thought that the person might be depressed, it
[an assessment tool] might be a good way to tap in and
find out a bit more about what is going on for them.’
(Manager of a large nursing home)
Discussion
The overall aim of this research project was to
investigate professional carers’ attitudes and practises
in responding to late-life depression. Participants
recognised that professional carers played a potentially
important role in detecting depression, particularly
those carers with a high level of direct daily contact
with older people. Despite this, there were no
standardised procedures in place for professional
carers concerned about depression among their care
recipients. However, there were general procedures
that professional carers followed in response to any
changes in the presentation or behaviour of aged-care
recipients. Professional carers were expected to talk to
the older person about any problems they were
experiencing, observe non-verbal signs of depression,
and then to communicate any concerns to senior staff,
often through written notes in the older person’s file or
through comments made at the shift handover.
Discussions with professional carers revealed that
signs of depression may only be picked up when they
represented a significant change in the functioning or
mental state of an older person. Professional carers
were seen to experience particular difficulty in detect-
ing depression among older people recently admitted
to the aged-care service, due to a lack of information
on the normal presentation of these individuals. While
some professional carers indicated they were reason-
ably confident of their skills in detecting depression,
others discussed the difficulties involved in such a task,
particularly in differentiating depression from the older
person’s personality, general mood or other psycho-
pathology. A further problem in detecting symptoms
of depression is that problems exhibited by older
people may be attributed to dementia, particularly
given the number of older people with dementia in
residential care (McCabe et al., 2006). Given that older
people experience a wide range of physical ailments
and changes to their life circumstances, it is important
for carers to monitor these situations as they may also
contribute to residents’ depression symptoms. In fact,
it is important to examine the specific personal and
environmental factors that may have contributed to
the older person’s mood, in order that appropriate
interventions to address these potential causes of the
depression symptoms are implemented. In this context,
the quality of the relationship between the carer
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and the older person is of paramount importance
(Lyne et al., 2006).
GPs reported a perception that professional carers
appeared to lack confidence in their abilities to detect
depression. One GP suggested that professional carers
were not as alert to the possibility of depression as
perhaps they could have been, and nearly all GPs
reported experiences where they had diagnosed depres-
sive illnesses that had not previously been noticed by
carers. While many GPs reported that they have been
approached by professional carers with concerns about
a patient, the carers typically did not use the term
depression and did not appear to have recognised that
the older person was depressed. Instead, professional
carers were reported to have noted some of the
symptoms of depression, which were then determined
by the GP to be indicative of a depressive illness. This
is consistent with an investigation by Leo et al. (2002)
who found that nursing home staff often recognised
a change in the presentation or functioning of an older
person, but failed to identify these changes as
symptoms of a depressive illness. These professional
carers typically referred depressed patients to psychia-
tric services, not for diagnosis and treatment
of depression, but rather for assistance in managing
the older person, most commonly citing ‘behavioural
problems’.
Both professional carers and some aged-care
managers suggested that older people with depression
were not consistently and appropriately monitored
over time, particularly those with a long history of
depression. Rather, carers were generally sensitive only
to substantial changes in the typical presentation of
their care recipients. Thus, a person with chronic
ongoing depression may not be identified as requiring
an assessment or treatment for his or her condition.
Similarly, treatment outcomes among older people on
antidepressant medications were not routinely mon-
itored by professional carers, some of whom were
unaware of which of their care recipients were being
treated for depression.
Previous authors (e.g. Boyle et al., 2004) have
highlighted the importance of monitoring the treat-
ment response following commencement of antidepres-
sant medications, and ensuring there are mechanisms
in place for the implementation of recommended
practice guidelines. Boyle et al. also noted the
importance of continued assessment of older people
receiving treatment for depression to guide treatment
planning. Professional carers have an important role to
play in monitoring the response to the treatment of
depression.
GPs reported that they were likely to follow-up any
concerns raised by aged-care staff. However, they
suggested that many professional carers, particularly
those with lower levels of professional training, often
lacked the confidence to raise concerns about the
possible presence of depressive symptoms with medical
professionals.
A particular focus of this study was whether or not
professional carers might be able to use standardised
tools to assist with the detection and monitoring of
depression amongst those for whom they provide care.
There are a number of depression-assessment tools
that have been validated in the aged-care setting,
including the GDS and the Cornell Scale for
Depression in Dementia (McCabe et al., 2006), and
routine use of these instruments may facilitate the
detection of depression, thereby leading to an increased
treatment of, and specialist referrals for depressive
illness (Shah & De, 1998). It is important in the use
of these instruments that care staff be aware of the
problems of applying a diagnosis of depression
among older people due to comorbid physical and
cognitive impairments in this population (McCabe
et al., 2006).
A number of studies have provided evidence that
nurses in residential settings is able to reliably
administer the GDS (Snowdon & Lane, 1999).
However, no previous research has considered the
views of professional carers, their managers or GPs in
the use of such tools by aged-care staff. Managers in
residential settings were receptive to the idea of the use
of depression-assessment tools by professional carers.
However, their equivalents in the community aged-care
settings were concerned that professional carers may
overstep professional boundaries if they were to use
these formal assessment tools.
Somewhat surprisingly, none of the professional
carers participating in this research had previously seen
or used any assessment tool for depression. It is not
possible to generalise these findings to all professional
carers in Australia, but these findings would certainly
suggest that further research is necessary to determine
the use of assessment instruments for depression
among professional carers. Overall, there was general
agreement among professional carers that they would
be unwilling to administer a depression instrument
within a formal assessment interview. Such a practise
was seen as potentially threatening to older care
recipients and as possibly compromising the relation-
ships between the professional carers and the older
persons for whom they care. Professional carers
reported a preference for using items from depres-
sion-assessment tools in a more conversational
manner, as they carry out their routine tasks with
their care recipients, such as showering or dressing.
They alternatively would consider using a checklist,
they could refer to, if concerned that an older person
might be depressed. Hammond (2004) reported that
hospital nurses would also rather use questions from a
depression scale in informal conversations while
carrying out tasks with an older person, than admin-
ister the whole instrument in an interview. These
hospital nurses also reported a belief that many older
patients would be unlikely to cooperate in a formal
assessment of mood.
Many GPs in the current study also felt that
professional carers should use a checklist or informal
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conversation rather than engage in formal testing.
They suggested that following appropriate training in
the use of screening tools, assessments made by
professional carers may improve the reliability of
their observations, and thus, facilitate communications
between professional carers and GPs. This view is
consistent with the findings of previous research in the
US, which reported that letters informing GPs of the
results of a depression screen lead to increased rates of
prescribing medications and referral to mental health
services (Soon & Levine, 2002). It is unclear, however,
whether similar results would be found if GPs were
informed of the results of screening by aged-care staff
rather than by a researcher experienced in the
assessment of depression.
Recommendations for training professional carers
Participants from all groups interviewed in this
research, including professional carers themselves,
consistently identified improved knowledge of depres-
sion and instruction in how to recognise depression
as primary elements to be included in training
programmes in depression for carers. Highlighted
aspects included symptoms of depression, and typical
presentations of depression in late life.
The views of aged-care managers varied. While all
believed training in understanding and recognising
depression was important, those in community
settings were cautious about professional carers over-
stepping their role and diagnosing depression.
Improved awareness of appropriate procedures to
follow when depression is suspected, including mon-
itoring and reporting of signs of depression and
referral to medical professionals, was recommended
by all managers. Of course, it is recognised that these
recommendations need to be adopted to suit the
circumstances of each individual residential or com-
munity care-setting.
Methodological limitations and directions
for future research
There are a number of limitations to this research.
Most importantly, no attempt was made in this
study to directly assess professional carers’ skills.
However, the researchers made use of multiple
perspectives – including those of professional carers
themselves, GPs and their managers, with similar
themes emerging from all sources.
This research relied largely on the use of qualitative
methodologies in order to gain detailed information on
a topic that has received limited attention in the
literature. However, there were only a small number
of participants in each population, and the findings
in this research may not be generalisable to other
aged-care settings. Most importantly, the views of
the professional carers who volunteered to take
part in focus-group interviews, some of whom did
so in their own time, may not be representative of the
broader views of professional carers in the aged-care
sector.
In summary, this study investigated current prac-
tices of professional carers’ in relation to detecting and
responding to depression among older persons.
Perspectives from a range of professionals working in
the aged-care sector indicated that professional carers
are not well-equipped to deal with depression, and
that current practices fall short of best possible
practise. Recommendations for a depression training
programme for professional carers were generally
supported, and further research is required to evaluate
the impact of such a training programme.
This programme needs to focus on increasing profes-
sional carers’ knowledge of depression as well as
training them to recognise the symptoms of late-life
depression and improve their skills in responding
appropriately to it.
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